UWOMJ Volume 5, No 4, April 1935 by Western University
Western University
Scholarship@Western
University of Western Ontario Medical Journal Digitized Special Collections
4-1935
UWOMJ Volume 5, No 4, April 1935
Western University
Follow this and additional works at: https://ir.lib.uwo.ca/uwomj
Part of the Medicine and Health Sciences Commons
This Book is brought to you for free and open access by the Digitized Special Collections at Scholarship@Western. It has been accepted for inclusion in
University of Western Ontario Medical Journal by an authorized administrator of Scholarship@Western. For more information, please contact
tadam@uwo.ca, wlswadmin@uwo.ca.
Recommended Citation
Western University, "UWOMJ Volume 5, No 4, April 1935" (1935). University of Western Ontario Medical Journal. 112.
https://ir.lib.uwo.ca/uwomj/112
• 
> 
.... 
' -
.. 
University of Western Ontario 
MEDICAL .JOURNAL 
Published Quarterly by 
Undergraduate Body of the 
University of Western Ontario Medical School 
BOARD OF ADVISORS 
J . A. MACGREGOR, M.D., F.R.C.P. (C.), LL.D. (West.), Chairman 
E . M. WATSON, M.D., F. R. C. P . (Edin.) , 
Faculty Representative 
H. A. SKINNER, M. B. E. P. JOHNS, M. D. H. M. SIMPSON, M.D. 
A. C. H. TROTTIER, M.D. E. G. DAVIS, M. D. J. R. ARMSTRONG, M. D. 
S. G. CHALK, M.D., W. C. SHARPE. M. B. W. J. BROWN, B.S.A., 
B.A., M.Sc. L.L.M., F.C.I.S. 
W. J. McLEAN, M. B. 
STAFF 
JACK P. WELLS, B.A. , M.D., Honorary Editor 
DONALD J . TWISS, '36, Editor-in-Chief 
D. RALPH WEYLIE, '36, Abstract Editor 
Consulting Editors 
T. H. CLARK, '35 D. w. JOHNSTON, '35 
E. S. GoDDARD, '35 C. P. McCoRMICK, '35 
C. K. STUART, '35 
Associate Editors 
F. B . ROTH, '36 R. A. CHRISTIANSON, '36 
Assistant Editors 
J . M. GRAHAM, '37 W. E. GIBSON, '37 
F . 0. TOPPING, '37 C. A. BRIGHT, '37 
Business Manager Advertising Manager 
D. KEMP, '38 F. S. BABB, '38 
Circulation Manager Ass't Advertising Manager 
W. J . TIGHE, '38 
Subscription Manager 
J . D. MUNN, '38 
Secretary-Treasurer 
Representative 
G. STEWART, '39 
UNJVERSITY OF WESTERN ONTARIO MEDICAL JOURNAL 
UNIVERSITY OF WESTERN ONTARIO 
London Canada 
Fot· fifty-three yeat·s the Faculty of Medicine has been success-
fully functioning. It is recognized as one of the outstanding medical 
teaching institutions of this continent. It is especially strong in offer-
ing laboratory training, and facilities for clinical instruction, for 
bedside practice and fot· research work. The M.D. course is six years. 
A course leading to the degree of Master of Science is open to 
graduates in Arts or Medicine of this or any other a ccredited univer-
sity. The duration of the course is one year. Candidates may apply 
for registration to the Dean of the Faculty of Medicine after July 1st. 
The previous academic standing of the candidate must be satisfac-
tory to the Committee on Graduate Studies; also he must demonstrate 
his ability to read medical and scientific French and German. 
Eveq• young man and woman in this age should have a first 
class general university training. This is the D'Jinimum equipment 
for leadership in any department of professional life. 
For partculars concerning courses, matriculation, scholarships, 
etc., write to the Dean of the Faculty of ledicine or to the Registrar 
of t he Univers ity. 
SINCE 1874 
STRONG'S DRUG STORE 
184 D UNDAS ST. 
FINE TOILET ARTICLES 
SICK ROOM SUPPLIES 
When writinll" advertisers ~tease mention University of Western Ontario Medical Journal. 
UNIVERSITY OF WESTERN ONTARIO MEDICAL JOURNAL 
Queen 
Alexandra 
Sanatorium 
A Voluntary Hosp ita l of 600 Beds, for the 
Treatme nt of All Forms of Tuberculosis 
and Diseases of the Chest 
Modern methods of treatment, including H el iotherapy, 
Quartz Lamp, Pneumothorax, Phrenicotomy, and Thor-
acoplasty where indicated. 
Clinical and X -ray Laboratories. 
Electrocardiography. 
Preventorium fo r Children. 
Outdoor Department 
Clinics are conducted to- provide for follow-up treatment 
' 
and the examination of all contact cases. 
LONDON • ONTARIO 
When writin& a dvertiaen p lease mention Univeraity of Western O ntario Medical J ournal. 
University of Western Ontario 
MEDICAL .JOURNAL 
Vol. V., No. 4 April, 1935 
CO NTEN TS 
Traumatic Rupture of the Spleen 
Page 
D. W . Johnston, B.A .... ..... ....... ......... ..... .... ... ...... .......... ... ..... 121 
Oslerian Address 
S. M. Fisher, M.D . ....... . .......... ...... .... .. ..... .... ... .. .... . ........ . 129 
Cancer 
D. M. Lawrason, M.D. , M .Sc. . ....... ..... ........ .. ....... 133 
Medical Men in Poetry 
W. P. Tew, M .B., F.R.C.S. (E din .) ... ....... ... ... .. ........... ........ 140 
Post-Partum Bladder Retention 
J. F . Si mpson, M.D . .......... .... ....... ... ... ... ..... ... ... .... ...... ...... 143 
The Aetiology of Idiocy 
J . H. B eattie ... .... .. ... ..... ..... ..... .. ....... .. ..... ...... ... ... . ......... ... . 147 
Abstracts 152 
Editorial .......... ... ...... ..... .... .... ...... .. ... .. ....... .. ...... .... ... ... .... ... ...... ..... ... .. . 157 
Author's Index . ....... .... .. ... ....... •.... ... ............ .... .... ...... ........ ........ ..... 159 
Subject Index....... ... ..... .... .... ..... ..... .... .. ... .. . . . .. . ... .. . ... .. . . . ... . . .. ... . . .. . . . . .... .... 160 
UNIVERSITY OF' WESTERN ONTARIO IIEDICAL JOURNAL 
Charles R. Will & Company 
LIMITED 
Makers of Ethical Pharmaceutical Products 
Not Advertised to the Public 
LONDON CANADA 
ROENTGENOLOGY ELECTROTHERAPY 
St. Joseph's Hospital 
LONDON CANADA 
ELECTROCARDIOGRAPHY LABORATORY 
When writilllf advertiaen pleaae mention Univeroity of Western Ontario Medical Jourual. 
I • 
I 
I 
L 
I 
I ,. 
(. ~ 
' 
The University of Western Ontario 
MEDICAL JOURNAL 
VOL. V NO. 4 
Traumatic Rupture of the Spleen·:· 
Report of Two Cases 
By D. W. J OHNSTON, B.A., Meds '35, London, Ontario 
CASE 1. R. W., Hospital No. 33-3232, July 29, 1933; a male, 11 years of age, fell from a diving platform and struck about six feet below 
landing on his left side and suffered contusions of the left side of his 
chest and his left hip. He was aided from the water and his father took 
him to his home where he was examined by his doctor and ordered t o 
the hospital. 
On admission he was found to be in a condition of shock, with vomit-
ing and severe pain in his left shoulder and the left upper quadrant of 
the abdomen. T.97.2; P.84 ; R.20. Examination failed to show evidence 
of injury to the shoulder girdle. Marked hyper-resonance was present 
over the entire left side of t he che t; the area of cardiac dullness being 
entirely obliterated. The abdomen presented a slight rigidity, most 
marked on the left side; tenderne s on deep pressure was most marked 
in the left flank. On percussion dullness was founa in both flanks which 
seemed to shift on change of position. Intensive anti-shock therapy 
was instituted and preparations made for a direct transfusion and 
exploration of the abdomen with a pre-operative diagnosis of rupture 
of the spleen plus a possible ruptured bowel or diaphragm. 
Operation.: A left para-median incision four inches long above 
the umbilicus was made, the rectus was retracted medially and t he 
peritoneum exposed. The dark purple color of the blood could be seen 
through the peritoneum, the abdomen was opened, free blood and clots 
evacuated and the spleen was found torn completely across, one fragment 
being free: the pedicle was identified and ligated with linen ligatures, 
the attached portion of the pleen was removed, the stomach, colon, 
and diaphragm were examined and no further pathology located. 
The abdomen was closed in the usual fashion, 2 cigarette drains being 
•Read by Dr. Robert A. Johnston at the monthly staff meeting of Victoria Hospital, 
April 4, 1935. 
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left in the lower portion of the wound. 300 c.c. of whole blood were given 
by the direct method of transfusion during the operation. 
August 23rd, 1938, H ouse Surgeon's discharge note : 
"This patient made an uneventful recovery, the wound has healed 
firmly. The record of blood counts is detailed on the laboratory sheet. 
Specimen from Case No. 1 
The urinary diastase was increased for a time after operation, showing 
evidence of pancreatic damage but has since returned to normal. His 
general condition is good and he has been up and around the last few 
days." 
CASE 2. P. W. Hospital No. 34/ 4064, May 26th, 1934. A girl 7 
years of age was brought to the hospital immediately after she had been 
struck by a motor car. She was conscious but markedly shocked, had 
air hunger and the appearance of internal haemorrhage. Examination 
disclosed fractures of the shaft of both femurs, bloody discharge from 
the right ear and a slightly r igid abdomen. There were several abrasions 
of the skin over t he left side of the chest and on both arms and legs. 
T.992; P.160+ ; R.40+ . 
Intensive anti-shock therapy was commenced and the broken thighs 
splinted but the patient died about an hour after admission. 
Post Mortem Diagnosis : 
Internal haemorrhage. 
Rupture of the spleen. 
.J 
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TRAUMATIC RUPTURE OF THE SPLEEN 
Rupture of the left kidney. 
Fracture of the base of the skull. 
Fracture of the shafts of both femurs. 
DISCUSSION 
123 
The interest in these two cases centres about the diagnosis of 
traumatic rupture of the spleen, its treatment and possible sequelae. 
Rupture of the spleen may be either traumatic or spontaneous; of 
the latter only 12 cases had been reported up to January, 1932; trau-
matic rupt ure, on the other hand, is comparatively common. Indeed, 
inconceivable though it may seem, the ancient Greeks recognized and 
operated for this condition. 
Signs and Symptoms: 
These vary according to the character of the internal haemorrhage. 
The patient may collapse suddenly; on the other hand he may gradually 
sink lower and lower till the typical picture of far-advanced internal 
haemorrhage is seen. In this latter course there is often a definite 
latent period, during which there are no definite symptoms and prac-
tically no signs. This period of "symptomatic silence" exists between 
the time of the initial injury and the onset of definite signs or symp-
toms. This latent period is due to a temporary cessation of the bleeding. 
With another injury or even a slight rise in· blood pressure the 
haemorrhage begins again and the clinical picture is soon evident. This 
point is stressed, because only too often the surgeon is lulled into a 
feeling of false security and fatal results may follow. In a series of 
cases collected by Mcindoe, • the shortest latent period was 48 hours and 
the longest period. was six months. 
The diagnosis of a ruptured spleen may be quite easy or very 
difficult. The spleen is well cushioned, lying as it does protected by 
the ribs and the diaphragm on one side and the elastic bowel on the 
other. It is also movable on its pedicle, therefore it can be seen that a 
rather severe localized blow is necessary to cause rupture. Such a blow 
blow will almost invariably fracture one or more ribs, or contuse the 
left side of the thorax; these are important diagnostic points. The 
patient usually suffers from severe traumatic shock subsequent to the 
abdominal or thoracic insult. There is pain in the left upper quadrant 
which may range from dull ache to one agonizing in character. 
An area of referred pain to the left shoulder, known as Kehr's 
sign, is often present; in case one, it was the predominant early symp-
tom. This referred pain is due to the irritation of the under surface 
of the diaphragm by the liberated blood and is referred by the phrenic 
nerve to the cervical cord from which it passes through the cutaneous 
branches of the cervical plexus to the skin over the point of the shoulder. 
Deep tenderness in the left upper quadrant of the abdomen, associated 
with rigidity of the abdominal muscles, most marked in the upper left 
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rectus, is usually present in cases of ruptured spleen and these findings 
are an indication for immediate laparotomy. Costal breathing is some-
times noted. If time can be taken for an X-ray, an elevated left 
diaphragm, due to the blood clot, is an almost constant sign. Dullness 
in both flanks which shifts on the right but not on the left is known 
as Ballance's sign, and may or may not be present. The presence of 
this sign depends upon earlier coagulation of the blood in the region 
of the spleen, due presumably to the greater number of platelets in this 
location. If an hourly temperature, pulse, respiration chart is kept, the 
typical findings of internal haemorrhage are shown. 
Prognosis: 
The outlook in cases of uncomplicated ruptured spleen depends upon 
early intervention, preferably during the latent period after recovery 
from the primary shock. Expectant treatment is disastrous. Berger 
notes a mortality from this method of 92.3 % while Watkins found it to 
100 %. The average mortality with proper surgical intervention is 
about 30 %. 
Aftermath: 
It has long been known that the spleen is not essential to life. This 
is due to the fact that the reticulo-endothelial system is diffuse and 
other parts take over the function of the removed spleen. However, 
there are some sequelae which are mentioned in the literature and some 
of these are evident in case one. Perhaps the most common finding is 
an anaemia, due probably to the loss of rE\Serve iron, which occurs when 
the spleen is extirpated. Krumbhaar2 believes that the spleen secretes 
a hormone which stimulates haemopoiesis. This of course is lost after 
removal and an anaemia may develop. There is also an abnormal excre-
tion of iron in the urine of splenectomized animals, which depletes the 
iron reserve and may aggravate a pre-existing anaemia. The case 
reported exhibits this phenomenon (see laboratory account). Following 
splenectomy there is an increa e in the white blood cells which supports 
the theory that t he spleen normally inhibits leucocytosis. This is 
definitely shown in case one. A diminished resistance to disease is to 
be expected, because t he spleen i an important centre for anti-body 
formation . The spleen keeps in reserve a store of red blood cells which 
are called upon during haemorrhage or severe exercise. It is interesting 
to note that in case one, although 13 years of age the boy has since the 
accident refrained from all ,trenuous exercise. The red blood cells after 
splenectomy are said to be more resistant to hypnotic saline. (This is 
shown in the case presented.) 
SUMMARY 
1. Two cases of traumatic rupture of t he spleen are reported with 
one recovery and one death. 
2. The signs and symptoms are reviewed with considerable 
emphasis laid upon the latent period of "symptomatic silence." 
• 
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3. Concurrent laboratory findings are presented with a follow up 
over a year and one-half interval in the recovered case. 
4. The importance of surgical intervention is stressed. 
Comment: 
1. Dr. L. D. Wilcox. 
Rupture of the left kidney may give a picture very like that met 
with in rupture in the spleen. The diaphragm may be irritated and 
raised; and pain, rigidity, and an indefinite tumor mass in the left upper 
quadrant, are sometimes noted. The presence of a gross haematuria 
will usually suggest such a condition. 
Dr. Cullen has pointed out that with a thin umbilicus, a haemorrhage 
into the free abdominal cavity will often give a bluish tint to the 
pecimen from Case ' o. 2 
umbilicus. This may be a valuable sign when one suspects a rupture 
of an ectopic pregnancy, a liver, or a spleen. 
In the days when malaria was common, spontaneous rupture of the 
spleen provided one of the much-dreaded complications. Since the use 
of Malaria Inoculata has become popular in the treatment of central 
nervous system syphilis, cases of sudden rupture of the acutely enlarged 
and soft spleen have been observed at the height of the malaria. 
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2. Dr. Shute. 
One type of traumatic r upture of the liver, and occasionally of the 
spleen, occurs in infants during or after labour. The literature on the 
subject has been reviewed recently in papers by Rubowitz and Rogers 
in the American Journal of Obstetrics and Gynecology. I might men-
tion that I did an autopsy to-day on a 41f2 months male foetus, which 
had miscarried spontaneously. The foetus was not indurated. There 
was a large stellate rupture of t he right lobe of the liver which must 
have occurred during delivery, because there was no necrosis of the raw 
surfaces at the site of t he injury, and liver tissue, of course, degenerates 
very readily. Moreover, there was fresh blood clot throughout the whoJe 
abdominal cavity. This merely emphasizes _how readily the liver and 
similar organs rupture in premature infants at least. 
I might also sound a warning about t he roentgenological use of 
thorium preparations as contrast media. In Europe, umbrathor and 
thorotrast have been used since 1929 to visualize various viscera and 
especially hollow tubes like the ureter and bowel. However, Bungeler 
and Krautwig in 1932 reported a ca e of spontaneous rupture of the 
spleen in an adult after the use of such thorium preparations with a 
fatal outcome. Davis and I in 1932 were working on methods of visual-
izing the placenta, and in the course of our work one of our rabbits also 
died from spontaneous rupture of the spleen, due to extreme degenera-
tion of the organ. I doubt very much if the use of such preparations 
in the human is justified. 
3. Dr. W. P. Tew. 
Mr. Chairman and gentlemen, this is the most interesting and 
best presentation on the subject of 'Ruptured Spleen' that I have had 
the pleasure of hearing. I must first of all compliment Dr. Johnston 
on this excellent contribution to our meeting. The presentation was 
clear and concise throughout. His remarks on the method of diagnosis 
were enlightening. He is to be particularly commended on his complete 
follow-up records. I was interested in the finding of an increased iron 
output in the urine, and would like t o ask Dr. Johnston and Dr. Ferguson 
how an increased iron content in the urine is accounted for following a 
plenectomy. 
4. Dr. J. K. W. Ferguson. 
This excellent tudy of the changes produced by splenectomy surely 
demonstrates that we are still far from a satisfactory understanding of 
the functions of the spleen. There seems to be no apparent explanation 
for the increase in the urinary excretion of iron. To be sure, very little 
is known about the details of iron metabolism. We know that when 
red cells are destroyed in the spleen, their haemoglobin is broken down 
into bilirubin and inorganic ir_on. The latter can be detected within the 
macrophages. Presumably, mo t of t his iron is stored for future use 
in haemoglobin manufacture. The rest is excreted mainly by the intes-
I 
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tine. (The amount of iron excreted daily i equivalent to only about 
10% of that liberated daily by the de truction of red cells. ) When the 
spleen is removed, blood destruction is performed mainly in the bone 
marrow and liver. It might be sugge ted that the storage space in 
these organs was limited, necessitating excessive excretion of iron. 
The increased resistance of the red cells to hypotome saline follow-
ing splenectomy also lacks sat isfactory explanation. A newer view of 
the fundamental nat ure of resistance may, however, be a firs t step 
towards an explanation. It seems now that we must consider the possi-
bility that resistance is not due to a hypothetical toughness of t he cell 
membrane which enables it to stand a higher internal pressure, but 
may be connected wit h a greater permeability of the membrane whereby 
it can quickly come to equilibr ium with its environment by letting salts 
leak out of t he cell. 
The mild secondary anaemia following splenectomy has led to the 
suggestion that the spleen normally secretes a hormone which stimulates 
the bone marrow to produce red cells or perhaps helps in the maturation 
of these cells. There is little direct evidence on t his point, however , and 
it would seem easier to attribute the anaemia t o t he excessive iron 
excretion. 
5. Dr. G. A. Ramsay. 
I would like to add the following circumstance to t he discussion of 
traumatic or accidental rupture of the spleen. 
During my interneship in Presbyterian, Chicago, t here occurred 
such a circumstance during the course of ward rounds being made by 
Dr. Billings. A young Greek boy, not long out from t he old country, 
was being examined over a bared chest and some stimulus of tickling 
while being dressed resulted in his drawing his arm violently upward. 
This was accompanied by instantaneous shock and blanching. The boy 
fell back in bed and it was evident that orne serious intraabdominal 
accident had occurred. 
A tentative diagnosis of ruptured pleen was made at t he t ime, on 
the knowledge that all Greeks at that time were subjects of malaria 
and intra-abdominal adhesions t hat accompanied it. 
The surgical group, Dr. Bevin and Dr. Dean Lewis, were called into 
immediate consultation and it was their opinion t hat immediate opera-
tion was cont ra-indicat ed. The section was done two days later and a 
complete transverse rupture of the spleen was found. 
It is noted that , as has been pointed out by t he speaker, that 
immediate abdominal sect ion is not always t he choice of wisdom. The 
boy made a satisfactory recovery. 
On one other point this comment might be made t hat intra-
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abdominal hemorrhage and rupture of the essential organizations may 
occur in the injuries of spine, pelvis, chest and head. These of course 
are concomitant injuries but their clinical exhibition is a complication 
which may give very considerable trouble in making diagnosis. Certainly 
abdominal rigidity would be the sign that would make one consider 
carefully as to whether or not there were any accidents within the 
abdominal cavity. We have seen just such a thing recently in associa-
tion with a chest injury having several fractured ribs. 
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VITAMIN ADVERTISING AND THE MEAD JOHNSON POLICY 
The present spectacle of vitamin advertising running riot in news-
papers and magazines and via radio emphasize the importance of the 
physician as a controlling agent in the use of vitamin products. 
Mead John ton & Company feel that vitamin therapy, like infant 
feeding, should be in the hands of the medical profession , and conse-
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Oslerian Address 
By S. M. FISHER, M.D. 
London, Ontario 
CARLYLE wrote- "The history of what man has accomplished in 
this world, is at bottom the hi tory of t he Great Men who have 
worked here." By universal and well merited acclaim, Sir William 
Osler has been accorded a niche in the Hall of Fame, in company with 
the great immortals, both real and legendary, who, by their work, 
influence or t hought, mark a do t he geological strata and flows, enochs 
in our development and progress. 
To Osler was denied the honour of adding what might be termed 
some concrete outstanding advancement to the progress of Medicine, 
comparable to Harvey's circulation of the blood, Pasteur's contribution 
to bacteriology, Lister's gift to surgery or similar contributions that 
have meant so much to mankind and to the elevation of our profession 
to its esteemed position of to-day. But withal he left a priceless heritage 
to us. 
Osler's contribution was, if 1 might venture to say it-"Inspiration 
and Influence," that subtle something that spurs men on to do; that 
fills our hearts wit h confidence, courage and hope; t hat lifts their 
thought from carnal and mat rial things to visions of the exquisite 
beauty of learning truth and to t he gems of possibility that gleam from 
the common realities of life . 
Osler often said "that t he man who knows nothing of t he past can 
find or see little in the fu t ure." He not infrequently stressed t he truth 
that "the less man had gleaned from human experience, the more he 
might be expected to duplicate it. signal errors, as no argument was too 
ridiculous for acceptance, no sophistry too far-fetched for t he person 
without knowledge to confound it. " 
Osler typified the "gentleman of letters"- humble, gracious and 
unaffected, with an air that in pired confidence ar)d respect. His reading 
was enormous; his experience t remendous. He captured the hear ts and 
imaginations of his listeners with his gracious simplicity. Obstruse 
doctrines and problems not infrequently reveeled his golden philosophy 
and whimsical nat ure, a his orderly mind transformed complexity to 
simplicity, often with illustrations of the homeliest type. He inspired 
hope to the patient and desire to do one's best to the doctor. Just what 
this has meant to the world will probably never be known. 
It is almost impossible to measure the extent of Sir William Osler's 
influence on his patients, students or as~ociates. His keen percept ion, 
his unfailing devot ion to detail, his tirele s energy and his patience and 
consideration are almost inconceivable. 
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Teaching, writing and work of an inspirat ional type characterized 
Osler's whole life. His influence was like the chemical catalyst, it 
started action- action that created a subtle change in t he individual, 
institution or community, of a wholesome kind. No individual, no 
institution, no community, that ever contact ed wit h his dynamic 
influence and personality, ever escaped t hat beneficient urge to toil on 
and to work for better t hings. 
He was deeply concerned with the world changes in thought , custom 
and legislation that were, and are to-day transforming t he whole order 
of things. He lived, and took an active part in an era when public 
consciousness was awakened to t he benefits of t he hospital, that is the 
modern hospital, as a highly specialized centre of diagnosis, treatment, 
teaching and specialization. He appreciated, as perhaps few did, the 
inherent weaknesses of t he system being evolved and not infrequently 
admonished the profession to retain at all costs that "doctor-patient 
relationship," borne of confidence and nurtured by an intimate com-
panionship along t he road of life. 
He felt the growth of social legislation was inevitable, "as health 
and disease were no longer matters of private concen:t." A new order 
of things was dawning, as life was slipping and he passed to the Great 
Beyond. 
Perhaps never before in h istory has society presented the physician 
with so wide a field of activity and so much power as it is doing to-day. 
Society is demanding health and guidance in t he art of living for the 
many, not the under or over privileged few. This demand must be 
met by a reorientation of our medical ideals, teaching and ideas. We 
must adapt ourselves to the new social order . Each unit of a social 
system must, like each unit or organ in the human body, work in 
harmony. Changing conditions demand adaptation and we of t he 
medical profes ion must learn and adapt ourselves to the demands of 
organized society. Mankind is on its way to a greater destiny and the 
part medicine will play in that evolut ion is limited only by its industry, 
integrity and ability to adapt itself to a changing social and economic 
order. 
On every hand we witnes to-day t he changes and the restraining 
forces of social necessity that are curbing t he rugged individualism of 
laissez faireism in industry, commerce and social relationship. Forces 
that have as their objective the removal of fear f rom the soul of man, the 
fear of future security, threatened by poverty, pestilence and famine, 
as in the ages past. This same rugged individualism dominates many 
of the activities of our profes ional life to-day and a lthough essential 
in a degree to every creative ar t, it has been the modus operandi for 
certain abuses and customs, that the growth and neces it ies of society 
have out-moded. As in t he field of industry, commerce and social 
l 
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relationship, class privileges die hard, license becomes confused with 
right and fanaticism tends to often oust reason. 
In primitive society the physician was rewarded according to the 
success of his treatment and punished for his failures. According to 
the Code of Hammurabi, 2000 B.C., "for a uccessful operation the doctor 
is paid ten silver shekels if the patient is free, five if he is a freed slave, 
two if he is a slave (which the owner must pay). The doctor receives 
five, three and two silver· shekels for setting a broken bone or curing 
internal disease according to the position of the patient. If the opera-
tion is unsuccessful and the patient dies, the doctor is not paid, but is 
punished instead. His hands may be cut off. If the patient was awslave, 
the doctor must replace him by giving the owner another." The inequity 
of this system became apparent even to the ancients and we find the 
spirit rather than the letter of the law being enacted. About 600 B.C. 
individual communities in Greece began appointing physicians who were 
paid out of a community tax. They were at the disposal of the com-
munity and had no right to an honorarium, but were allowed to accept 
gifts from grateful patients. This system eemed to work out well, for, 
by the fifth century one finds that in Rome a large number of physicians 
were in public service. In Rome, too, we find an arrangement by which 
individual persons paid a physician an annual salary for which he treated 
them and their relatives during the year. 
The physician's status in the community from the earliest times 
has been subject to regulation by society, through government, as well 
as by hi own professional code. In medieval times the church, as the 
representative of the government, established standards for the physi-
cian's behaviour. It imposed upon him t he duty of caring for the poor 
without remuneration, of looking after the hopelessly ill and assuming 
responsibility for his own actions. 
As the social order changed and governments grew in strength, 
more and more questions concerning the medical profession were decided 
by legislation, so that to-day we find the relationship of the physician 
to law is very close. If the physician is careless in his contracted duties, 
consciously or unconsciously, he is responsible to civil law. Many of 
these laws and enactments tend to curb individuali m or clash with what 
we may consider our inalienable rights. For instance, the professional 
secrecy, that the physician vies with the priest in maintaining, must in 
justice be considered to-day from the social or community standpoint. 
So also the tremendous advances in medicine that have necessitated such 
a diversity or specialization. How can the community avail itself of 
these benefits? It is for the profession to answer and lead the way. 
The old order is changing and we must change with it. 
The Ia t twenty years have witnessed a remarkable growth in 
variou countries of social insurance. The lot of the physician has not 
always been an enviable or a happy one. Insurance is always dangerous 
132 UNIVERSITY OF WESTERN O NTARIO MEDICAL JOURNAL 
to the morals of the sick, as it is to the morals of the physician. But, 
by and large these changes have extended tremendous benefits to 
society and to the profession. Society demands of u our best. It 
demands the right to live and the access to the benefits of medical 
progress. Not to the over or under privileged few but to all. 
The phy ician stands at the crosroads. If he obstructs progress 
and clings to the medical ideals of a yesterday, he will be pushed aside; 
but if with a clear vision and understanding of to-day's ocial demands, 
he embraces a new medical ideal, the outlines of which are becoming 
ever clearer, he will find society has honoured him, with more power, 
infiue~ce and opportunity of service, than at any time since the dawn 
of history. Knowledge of the past is the key to the future, as man's 
climb upward is like the coral reef built by the work and sacrifice of 
others long since dead. 
Few men in the annals of medicine taught into present problems 
the les ons and wisdom of the past as did 0 ler. To him the past was 
sacred, the present pregnant with opportunity, the future glorious and 
filled with promise. 
I like to think of Sir William Osler a , when Regius Professor of 
Medicine at Oxford, during the V. ar, at home to all and sundry at 13 
Nor ham House; usually surrounded by friends and admirers, books 
and manuscripts; the gracious, dignified, intriguingly fascinating host, 
on whom the evening shadows of life were falling, who, despite the 
ravages of illness, overwork, worry and the crushing loss of his son, 
Revere (who died of wound , August 30th, 1917), was still at work, 
his hand to the plough, his face to the future , a comfort and tower of 
strength to those in trouble, radiating hope, confidence and fa ith in his 
fellow man and the future. It left one with a fancy, "that perhaps 
one had caught a glimpse of the real lure in life that always lies hidden 
f rom our eyes, somewhere beyond the hills of time." Or was it that 
most potent gift "infiuence"-the birthright of us all, but here 
strengthened by thought, study, care and wholesomeness of heart, 
revealing to one, through this great teacher, "that man's progress to 
a higher and greater destiny, lies not in ossified knowledge, but in applied 
knowledge or through the inspirations of unfettered minds-minds that 
rebel against precedents and ceaselessly strive to observe, record, under-
stand and apply natural laws and phenomena. The laws that from time 
immemorial have held for man the great and t ranscendent promise of 
an immortal destiny; the laws that cloak man with the judicial ermine 
of self reliance, self respect and ambition, and afford to him that great 
privilege of a full, happy, industrious life, and a life of service to his 
God and fellow man. 
.• 
Cancer 
By D. M. LAWRASON, M.D., M.Se. 
General Hospital 
Woodstock, Ontario 
lETIOLOGY 
A T the outset we must inquire closely into what is meant by the expression "The Cause of Cancer." A very simple relatioJJ 
between cause and effect is that between the tubercle bacillus and 
tuberculosis. We know that the tubercle bacillus produces tuberculosis, 
but we do not often pause to inquire how it does so. We are satisfied 
with the knowledge of the pre ence of a specific micro-organism in 
the disease. Yet the mode of action of the tubercle bacillus is very 
complex and often, obscure. We possess a great amount of knowledge 
about its mode of action, but it is merely descriptive knowledge of the 
facts observed and the ultimate reason why the tubercle bacillus gives 
rise to the peculiar disease tuberculosis still escapes us. On the other 
hand, we presume that the irritation of tobacco and bad teeth produce 
cancer of the tongue. How it does so, we do not know, but we are 
constantly asserting that the cause of cancer of the tongue is unknown, 
whereas it is just as well known as is the cause of tuberculosis. The 
peculiar character of the cancer process, its fatal course and its immense 
practical importance lead us to demand explanations which in the case 
of tuberculosis are often passed by as unimportant. 
We must distinguish between the exciting factors in cancer and 
other diseases and the nature of the process excited. Now, the exciting 
factors in many forms of cancer are very well known, and much is 
known about the nature of the process itself, but a great deal more 
remains to be learned, both about the cancer process and about other 
diseases. 
The conception that the nature of the cancer process is as simple 
and capable of elucidation as is the nature of infectious diseases and 
the notion that it may some day be controlled as infectious diseases 
are thought to be controlled now is a serious misconception of facts. 
In infectious diseases, the proce s is largely that of inflammatory reac-
tion, but in the cancer process we deal with the ultimate nature of 
growth itself, particularly with an even more obscure abnormal growth, 
and of the nature of growth we know very little. A for the control of 
infectious diseases when the process is once established, it has to run 
its course, and the best we can do is to u e a few specific antigenic 
substances and treat the patient symptomatically. Actual interference 
with the tissue reactions to the specific organism such as proliferation 
of cells, haemorrhage, necrosi and scarring, we can affect little or not 
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at all. In the case of cancer, we are constantly ignoring the importance 
of exciting factors and fever ishly looking for some discovery which will 
put us in control of the malignant proliferation of tissue cells, which is 
the essential element of the cancer process. Unless the cancer process 
proves to be much more amenable to analysis and control than is the 
inflammatory process, the outlook for the cure of cancer in this direction 
is not hopeful. 
Since the days when Virchow and Waldeyer traced the origin and 
behavior of the cancer cell and established the main facts in the histo-
pathology of the process, a vast amount of knowledge has accumulated 
regarding the origin of cancer. Cancers develop from the proliferation 
of once normal tissue cells and from their dissemination throughout 
the body. 
The first important modification of this doctrine came from Durant 
and Cohnheim, who established the fact that many tumors do not 
develop from once normal cells, but from cell groups which have never 
experienced the normal differentiation, but remain more or less embry-
onal. As a second element in this theory, it was found that the 
embryonal cells are generally misplaced and out of alignment with 
their neighbours. It would be difficult to overestimate the importance 
of Cohnheim's theory, for it disclosed the fact that embryonal cells 
more than any others possess the power of malignant proliferation. 
The scope of Cohnheim's theory was at first supposed to be universal, 
but it was found that it did not apply to many of the major forms of 
cancer which do not arise from embryonal cells. Yet subsequent study 
of the structure of tissues and organs has revealed an extremely wide 
variety of tissue rests and abnormalities which form the basis of 
tumors, so that the scope of the theory, while not universal, has been 
proven much wider than some early critics imagined. 
The following groups of tissue abnormalities may now be included 
in the Cohnheim group as giving origin to tumors: 
(a) The misplacement of a portion of one organ into another, 
Adrenal rests in the kidney and elsewhere. 
(b) Supernumerary organs, or aberrant portions of organs, as 
breast, thyroid, etc. 
(c) Remnants of embryonal organs, as the branchial clefts, Wolf-
fian duct, etc. 
(d) Imperfect fusion of ducts with glandular organs. 
(e) Superfluous cells at muco-cutaneous junctions. 
(f) Misplaced sex cells. 
(g) Atrophic organs, as hair follicles in the face, undescended 
testes, etc. 
... 
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The theory of tissue tension endeavours to explain the origin of 
neoplastic growth. It is the product of Thiersch, Waldeyer, Ribbert 
and others. It answers the question: Why do cells stop growing? Cells 
stop g:rowing because of the existence of growth restraints. 
One of the best demonstrations of the existence of growth re-
straints is J. Loeb's experiment with Bryophyllum leaves. The leaves 
of the plant when notched heal in the normal manner when the leaf 
is attached to the stem, but when the notched leaf is severed from the 
stem, many small leaves and t endrils shoot out from the edges of the 
notch. Nothing has been added to the leaf by its severance from the 
stem, but something has been removed, the loss of which permits the 
cells to grow in an explosive manner. This something is growth 
restraint. 
Cells grow to a certain limit and organs to a certain size because 
they have received a certain impetus from the embryo. They stop 
growing at that point not because they have lost the power of growth, 
but because the power of organization restrains their growth when 
they have reached a proper limit and accomplished a certain object. 
The unrestrained growth of tumor cells may thus be explained as 
the result of the loss of growth restraint, but the abnormal type of the 
malignant growth can hardly be thus explained. The theory of tissue 
tension or cell autonomy gives at least a partial solution of tumor 
growth. 
Parasitic and infective agents are suggested as factors in the 
causation of cancer. Adenoma of the rabbit's liver in coccidiosis; 
cancer of the bladder in Bilharzia infection; papilloma of the bladder 
of rats infested with Trichodes; and many other conditions are in-
stances of malignant tumors clearly attributable to the peculiar chronic 
irritation produced by parasites. The virus theory of W. E. Gye, and 
based upon very careful investigation, is the best piece of work sup-
porting the infective process. 
This theory assumed that tumors are due to an ultra-microscopic 
virus common to all tumors, associated with a special agent specific to 
each individual type of tumor. The nature of this specific agent could 
not be defined. Further, the so-called virus could not be separated 
from any mammalian tumor, but only from fowl tumors. The filtrable 
agent which can be extracted from a fowl tumor passed through a 
filter, dessicated or treated with chloroform, and is then able to 
produce a tumor when injected into a healthy fowl, is always specific 
to the type of tumor from which it is taken. 
This idea of an infective cause for tumors has had a long run, 
and is not dead yet, but the majority of scientists are now convinced 
that tumors are not due to any infective agents. 
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Chronic irritation is a known factor in the causation of cancer 
that is hard to refute. Over a considerable period of time various 
irritants set up reactions in the tissue which present a microscopic 
picture known as the precancerous stage; later developing into the 
typical malignant state. X-rays, chemical and heat burns, irritation 
from the continued presence of aniline dyes in workers of that trade, 
cancer of the scrotum in chimney sweeps from carbon dust and the 
famous cancer of the abdominal wall found in the natives of Kashmir, 
who wear a hot basket of charcoal, the kangri, under their clothes for 
purposes of warmth, all point to chronic irritation as a factor in the 
production of cancer. Exper imentally, Maud Slye and the Japanese 
workers have produced cancer by the application of various substances 
to the bodies of animals. Miss Slye also has proven that only in suscep-
tible animals is the tumor growth produced and in others bred from 
non-susceptible strains the irritant does not produce any malignancy. 
From the above statement it would appear that heredity has some 
influence on the production of tumors. In animals bred for experi-
mental purposes this is found to be true, but the conditions of these 
experiments are very rigid and peculiar and are rather hard to compare 
to actual life and the human race. 
Recent articles on the hereditary factor in human neoplasms by 
Madge Thurlow Macklin bring to light certain information which makes 
this subject worthy of greater consideration than it has been given. 
The appearance of the same type of tumor in exactly the same organ, 
and at about the same age in members of the same family would lead 
one to inquire more fully into the hereditary background of cases of 
carcinoma in one's practice. These facts are brought out very ably in 
these articles and various types of tumors are shown to occur in this 
manner. 
Lockhart-Mummery's book on "The Origin of Cancer" deals with 
cancer resulting from a genet ic change in a normal growing somatic 
·cell. He states that "the clue to the cancer problem is not to be found 
in the study of cancer, but in the- study of the normal tissue cell." 
It is not within the scope of this paper to discuss the intricate 
theory of genetics but a reference to this subject it is hoped will 
stimulate further interest in the readers. Normally a cell divides into 
exactly equal parts and in each daughter cell like tendencies are carried 
on. Now, if some factor should cause a mutation or a change in the 
genetic material of the cell which persists in the descendants of that 
cell, and the mutation is for rapid and invasive growth, you have the 
beginning of a malignant process. Such is the reasoning of the above 
mentioned writer. Mutations may take place by (1) Alteration in the 
number of chromosomes due to faulty division, or detachment of part 
of a chromosome, and it •attachment to another chromosome; (2) A 
change on one or more of the genes which are on the chromosomes. 
/ 
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The time necessary for the formation of a visible tumor will be con-
siderable, and will depend upon the ratio of growth-rate in the mutated 
cell to the normal for the tissue in which it occurs. If the mutation 
is a simple one for increased rate of mitosis only, then the result will 
be the formation, in the course of time, of an innocent tumor. 
Other aetiological factors are growth stimulating substances which 
stimulate the growth of tissue cells, normal and malignant. Extracts 
of growing yeasts, and extracts of embryonal tissues and of tumors 
greatly accelerate the growth of normal and malignant cells. Hor-
mones are said by some to have some effect on the rate of growth of 
cells and considerable experimental work has been done but no positive 
evidence has been brought to light from that study as yet. 
It would appear therefore that the etiology of cancer is still an 
unknown quantity. Many theories have been expounded, analyzed and 
discarded. Experiments almost without number have been carried out 
and yet only the fringe of the problem has been touched. Great advances 
have been made and, at the present time with the great army of scien-
tists at work on this subject, it is almost impossible to keep abreast of 
the new work being done. 
DIAGNOSIS 
The keystone of the control of cancer is early and accurate 
diagnosis. Ways and means of treatment may be developed to their 
highest and most efficient form, yet they will avail little unless diagnosis 
furnishes the surgeon and radiologist with a clear idea of the nature, 
course and prognosis of the condition. Moreover, the diagnosis must 
be made at a reasonably early date at which time the identification of 
the process is the most difficult . When the diagnosis is obvious, most 
cancers are already in the incurable stage. The difference between 
early and late diagnosis therefore means the life of the patient. 
In the diagnosis of cancer, great difficulties are met with. E very 
organ and tissue of the body is subject to malignant growth, so that 
the resources of every branch of medicine and surgery are called upon 
to act in this problem. In many cases there are no local or general 
subjective symptoms at the stage wliere operation would save the 
patient and because of that the slightest abnormal sign or symptom 
should be sifted to the bottom in order to rule out malignancy. 
Old chronic ulcers from burns, tuberculosis, etc., pigmented moles 
beginning to enlarge or turn da1·ker in color, keratoses and X-ray burns 
becoming moist, leukoplakia cracking open or chronic cystic mastitis 
developing a harder nodule, such conditions are often the signs of pre-
cancerous lesions and should be treated accordingly. 
Generalizations applied to the diagnosis of cancer and its early 
symptoms are often dangerous. Pain, said by some not to be present 
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in the early stages, is not always true. The constant production of a 
tumefaction is not found in all cases. The placing of the age incidence 
as middle or later life has been shown in numerous cases to be a wrong 
conclusion and a hindrance to the correct diagnosis 
What constitutes a diagnosis of cancer, and by what means can it 
be accomplished? A diagnosis may be said to have been obtained when 
the clinician has been placed in command of data which will enable him 
to understand the origin, course and prognosis of the case in hand. This 
information must include the results of the physical examination of the 
patient, roentgenologic study, and of histological study, which reveal 
the structure of the tumor, the origin of the tumor, its grade of malig-
nancy, and the grade of radiosensitivity. 
The physical examination of the patient cannot be stressea enough. 
Unless every nook and cranny of the human body is searched diligently 
for the abnormal sensation by the alert careful physician, many early 
malignant processes will be missed at the stage when it is most impor-
tant that they be recognized. One must keep the suspicion of cancer 
constantly in mind, know the early manifestations of the disease, and 
pursue an invariable routine, the following up of all danger signs. In 
this way many cases will be found in the early stage and the cure of 
cancer will become more and more an actual fact. 
A knowledge of the gross anatomy of tumors is by far the most 
important asset anyone can bring to the problem of diagnosis. It forms 
the basis of the most serviceable classifications of tumors, enables the 
diagnostician to r ecognize the different forms and stages of disease, 
permits the surgeon to detect the extent of tumor invasion during 
operations, and permits the pathologist to recognize the majority of 
tumors by the naked eye. 
Roentgenologic diagnosis forms an extensive department in the 
diagnosis of many tumors. In bone sarcoma it is indispensable. It is 
essentially a study of gross anatomy and tumor composition, and since 
the surgeon and pathologist have greater opportunity than most roent-
genologists to examine gross specimens, they should embrace every 
chance to compare X-ray photographs with the gross specimen. 
The uses and abuses of the biopsy form a controversial subject in 
tumor diagnosis. It must be recognized that the responsibility of 
making a positive diagnosis of cancer is considerable, especially when 
a major operation or an extensive program of radiation therapy is 
planned, the safeguard of a biopsy is very desirable. 
E wing says "To resort to a biopsy is a confession of failure, due to 
clinical inexperience or lack of data from other methods of diagnosis. 
It seems to me a far better policy to develop the clinical methods of 
diagnosis to the highest degree and to use the biopsy as a last resort." 
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The method of taking the tissue specimen is very important and 
must vary with the circumstances. The removal of a small portion of 
an ulcerating protruding accessible tumor by a sharp knife, or snare, 
or punch, is not attended by any great discomfort or danger. The 
removal of a portion of a suspicious breast tumor or of whole axillary 
node is inadvisable. To cut into any tumor through the unbroken skin, 
removing only a small piece, is generally to be avoided. 
The diagnosis from small fragments of tissue, often crushed 
beyond recognition, or coming from the neighborhood of the tumor 
instead of the centre, and in an unsuitable fixative, is fraught with great 
difficulties. Often the diagnosis will be impossible and the specimen 
for diagnostic purposes is useless. Care in selecting tissue and preser-
vation is therefore very important. 
The histological diagnosis of tumors must be recognized as a most 
difficult, complex specialty. At present when t he pathologist is required 
not only to give a simple histological report, but also to trace the histo-
genesis, predict the clinical course, estimate the grade of potential 
malignancy, and radiosensitivity, offer a provisional prognosis, and 
acquaint the surgeon with the general clinical characters of the disease, 
the task of the laboratory man becomes a serious responsibility. 
In concluding this review of cancer diagnosis, I would like to point 
out that the key man in this scheme of things is the general practitioner. 
With a good general training made up of post-graduate study, up-to-date 
reading and strict attention to all the details necessary to proper cancer 
diagnosis, the subsequent specialties which come in contact with the 
case will be aided materially and the patient given a real opportunity 
for recovery. In this way we will hope for an ultimate victory over 
this dreadful disease. 
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Medical Men in Poetry (IV) 
By W. P. TEW, M.B. 
London, Ontario 
JOHN BROWN (1810- 1882) 
J OHN BROWN was born in Biggar, Lanarkshire, Scotland, on Sept. 22nd, 1810. He was educated at the Edinburgh High School and 
at the University, where he received his degree in medicine in 1833. 
He then became a surgeon's assistant to the great Dr. Syme, t he man 
of whom he said, "he never wasted a drop of ink or blood." He then 
began practice for himself and was considered a fine doctor with 
remarkable common sense and was said to be unerring in diagnosis. 
It was commonly believed that Dr. Brown did not like his pro-
fession ; this was not so, but his success as a writer interfered with his 
practice. Professor Masson draws a pleasant picture of him when he 
first settled in practice, as a dark-haired man with soft, fine eyes and 
a benignant manner. He and his beautiful wife were very popular in 
the social circlis of Edinburgh. · 
He contributed largely to the North British Review. In 1855, he 
published " Horae Subsecivae," which contained, among medical biog-
raphy and medico-literary papers, the immortal Scotch idyll, "Rab and 
His Friends." 
Dr. Brown looked back longingly to the old-time common sense 
which he believed modern science had driven away. He blended 
humour, pathos, and quiet hopefulness with a grave and earnest dignity. 
He loved the life of the quiet moorlands and pastoral hills rather t han 
the habitual haunts of man. That which he did not admire he left 
alone. He stood aloof from political and ecclesiastical controversies. 
John Brown died on May 11th, 1882, in Edinburgh. 
WILLIAM HENRY DRUMMOND (1854- 1907) 
William Henry Drummond was the author of the "Habitant and 
Voyageur." He was born in the county Leitrim, Ireland, on April 13th, 
1854. The family came to Canada when he was a boy and his father 
died a few months after. Henry Drummond left school and learned 
telegraphy and in time saved enough money to enter high school. He 
then managed to attend McGill University and Bishop's College, where 
he took his M.D. degree in 1884. After conducting a country practice 
for a few years, he moved to Montreal. In 1894, he was married. He 
died suddenly at Cobalt in 1907, while inspecting his mining interests. 
The University of Toronto honored him with the LL.D., and Bishop's 
College with the D.C.L. He was elected a Fellow of the Royal Society 
of England and of the Royal Society of Canada. 
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JOHANN CHRISTOPH FRIEDRICH SCHILLER (1759- 1805) 
Schiller was born at Marbach, November lOth, 1759. His father 
was a barber-surgeon to a Bavarian regiment and his mother was the 
daughter of an inn-keeper. Both parents were anxious that their son 
should study Theology. Schiller first studied theology and subsequently 
abandoned it for jurisprudence; his next interest was medicine, to be 
followed in turn by literature. 
On December 14th, 1780, we find him leaYing the Ducal Academy 
as a graduate in Medicine. For a time he acted as an assistant in t he 
Grenadier Regiment at a salary of $7.50 a month. During his under-
graduate days as a medical student he wrote "The Robbers." He 
continued to write and in 1788 he published "The History of the Revolt 
of the United Netherlands." The following year he was appointed to 
a professor hip in Philosophy at Jena. His later years in life were 
made comfortable through a pension received from the Danish Govern-
ment. He died before he was forty-six, from what would seem to have 
been bronchial asthma. 
SAMUEL TAYLOR COLERIDGE (1772 - 1834) 
Coleridge was born at Ottery, St. Mary-in-Devonshire, October 
21st, 1772. He was the ninth and youngest son of the vicar of the 
parish. When his father died, Coleridge was still comparatively young 
and he was sent to London to be educated at Christ's Hospital. In 
December, 1794, he left Cambridge University without taking a degree 
and on October 21st, 1795, was married. The turning point in his life · 
came in 1797 when he came under Wordsworth's influence. In 1801 
he apparently had considerable domestic difficultie and he resorted to 
the opium habit. In 1816, he was in a convalescent home under medical 
care for the cure of this habit. From then on he led a rather wandering 
life, appearing here and there with his friends, his resources always 
small. In 1798, the W edgwoods gave him a pension of 150 guineas 
for life. In 1825, he was granted a royal pension of 100 guineas. He 
died on July 25th, 1834. 
It has been said that Coleridge's work in literature would have 
been many times more effective if he had given himself a reasonable 
chance in life. He was for years a drug addict and was constantly in 
difficulties. I it not trange that under such circum tance he was 
able to produce the poetry that he did? 
The following medical men, who ha \·e become famous in other 
fields of endeavour, might be mentioned. 
SIR ARTHUR CONAN-DOYLE accumulated O\'er $400,000 from his 
writings, which is two hundred times as much as Keats realized from 
his poetry. 
OLIVER WENDELL HOLMES is classed among America's four best 
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poets. He graduated from Har ard University and took his post-
graduate work in Paris. Subsequently he spent forty years of his life 
as Professor of Physiology. 
ST. LUKE, THE APOSTLE, of the New Testament, was a Greek slave 
before his conversion to Christianity. Educated at Alexandria, he 
became a physician, musician, painter and poet. It is commonly con-
ce,ded that his gospel is the most beautiful book ever written. 
JOHN LOCKE, the philosopher, who wrote the famous essay on 
Human Understanding, practiced medicine for a time until one of his 
lady patients discharged him and called in another doctor. He then 
and there quit the practice of medicine and spent the rest of his life 
writing. 
DR. ALEXANDER GRAHAM BELL, the inventor of the telephone, no 
doubt conceived the practical idea of the telephone from his understand-
ing of the anatomical struct ure of the ear. 
POPE JOHN XXV was a celebrated Portuguese physician before he 
occupied the Pope's chair in Rome. 
DR. JAMESON, the friend of Cecil Rhodes, became Prime Minister 
of South Africa. 
DR. SUN YAT SEN became president of South China. 
DR. CHARLES TUPPER practiced as a physician in Amherst, Nova 
Scotia, before he became Premier of Canada. 
SIR THOMAS CROSBY, a man of great professional eminence and 
culture was the first doctor to become Lord Mayor of London since the 
institution of that office seven hundred years before. 
GEORGES CLEMENCEAU, the "Tiger of France," practiced medicine 
in New York city and became a specialist of skin diseases later in Paris. 
He became one of the most famous Premiers of the French Republic. 
THE DUKE CHARLES THEODORE, of Bavaria, was a celebrated oculist 
and at the time of his death had successfully performed six thousand 
cataract operations. 
The recent QUEEN OF BULGARIA has a medical degree. 
DAVID LIVINGSTON, the famous African explorer, received his 
degree from Glasgow. 
WILFRED. GRENFELL has reflected notable credit to our profession 
through his work in Labrador. 
Post-Partum Bladder Retention 
By JACK F. SIMPSON, B.A., M.D., M.Sc. 
London, Ontario 
Two types of bladder r etention, acute and chronic, are commonly met with during the post-partum period. 
The acute type is characterized by the sudden inability to pass 
urine. The condition does not necessarily imply that distress or even 
desire is present : and t he bladder can be markedly dilated without 
subjective symptoms being present. 
Chronic retention implies the presence of urine in t he bladder 
immediately after micturition. Such urine is spoken of as residua l 
urine, and is the r esult of a pathologica l condition which interferes 
with the complete emptying of the bladder . 
lETIOLOGY 
Pathological conditions of the bladder occurring in the puer perium 
are due mainly to the alterations which take place in the urinary t ract 
during pregnancy and the subsequent trauma of labour. 
The mechanical a lterations, due to the enlarging uterus, vary with 
the stage of pregnancy and become marked in the last month when 
descent of the presenting part causes r enewed pressure on the bladder. 
The antero-posterior diameter of the bladder is decreased and, due t o 
the projecting, rounded, anterior surface of t he uterus, the concave 
posterior wall of the bladder becomes convex and t he lateral recesses 
more pronounced. 
Seng' , after cystoscopic examination of normal pregnant women, 
considers t hat t he bladder wall in pregnancy, aside from the mechanical 
distort ions and t he pronounced changes in the trigone, shows few diffe r-
ences f rom t he normal. The trigone is markedly congested, elongat ed 
and elevated. Usually, however, t here is evidence of pelvic hyperremia 
as the veins over the ent ire bladder wall , especially in the lateral re-
cesses, become dilated and tortuous. 
Hoftauer2 has shown histologica lly, t hat in pregnancy, the same 
structural change takes place in the trigone and neck of the bladder as 
does in t he lower portion of the ureter. There is an hyper t rophy of 
smooth muscle and connective tissue with considerable oedema present 
between the fibres . It is not known whether this is a protective mechan- · 
ism against t he t ra uma of labour or merely a portion of a smooth 
muscle dilatation occurring gen r ally throughout t he whole body. 
The effect of t hese change.:>, howeyer, is to produce a deformed, 
hyperremic and atonic bladder, which slowly r eturns to normal after 
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delivery. Holste (quoted by Shutter) estimated daily the residual urine 
of 30 puerperal women and found a gradual decrease; the first day the -:..\ 
residual was 107 c.c. and at the end of a week only 14 c.c. Steuemagel ~ 
found the capacity of the bladder in the peuerperium to be fou r times 
that of the bladder of non-pregnant women. Walker est imated the 
expulsive force of the pregnant bladder to be one-quarter to one-third 
less than that of the non-pregnant bladder. 
The ..exact role played by trauma of labour in the production of 
bladder complications is not known. Various theories have been evolved 
to explain the incidence of the complications immediately following 
delivery. These include the paralyzing effect of the anresthesia, the 
increased post-partum, bladder capacity, the disturbed function of the 
bladder nerves following delivery, and injury to the bladder wall from 
pressure and stretching of adjacent tissues. 
Randall and Murray3 , in an effort to ascertain the factors that 
might be associated with increased trauma to maternal soft parts and 
their relation to bladder complications, studied 984 deliveries at the 
Mayo Clinic. Of these, 208 (21 7c ) had to be catheterized post-partum. 
From a study of the latter group they concluded that the incidence of 
retention varied with the length of labour ; that primiparity and episi-
otomy are frequently followed by acute retention, and that contracted 
pelvis cases and ones necessitating delivery by forceps are predisposed to 
acute retention. Prather •, at the Boston Lying-In Hospital, similarly 
concluded that bladder complications varied directly with the degree of 
trauma to the bladder at delivery. 
SIGNS AND SYMPTOMS 
In acute retention, the patient usually has the desire to void but 
is unable to do so. If the retention is unrelieved, the state of desire 
may pass to one of intense perineal and abdominal distress and pain. 
The bladder, however, may be markedly enlarged and readily palpable 
with no subjective symptoms present. Slightly more than half t he 
patients have an elevation of temperature over 99° but rarely to 101 o . 
Those having normal t emperature usually have normal urinary sedi-
ment, while the ones with elevated temperature may show white blood 
cells on microscopic examination. It is important to note that acute 
retention can cause an elevation of ·temperature without any evidence 
of infection in the m:inary sediment. The amount of urine obtained 
on catheterization varies with the time elapsed since the last micturi-
tion, the degree and length of anresthesia and the fluid intake. 
Chronic retention may be su~pected if the patient complains of 
suprapubic or perineal discomfort, dysuria, frequency, or a feeling of 
not having completely emptied the bladder. The bladder is sometimes 
palpable. The average temperature is from 100° to 102°. The urinary 
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sediment shows evidence of urinary tract infection in approximately 
50 % of cases. 
DIAGNOSIS 
Catheterization is the only sure method of diagnosis and should 
be done early in every suspected case. 
TREATMENT 
The correct treatment of the bladder in the puerperium is based 
on the principle that over-distention and residual urine predispose to 
infections of the urinary tract. The aim of treatment, then, is to 
establish adequate bladder drainage. Once this has been accomplished, 
the bladder will regain its normal function, the temperature will be 
reduced, the urine will become clear of evidence of infection, and upper 
urinary tract complications will, in a large measure, be avoided. 
To accomplish adequate bladder drainage, the early and repeated 
use of the catheter is r ecommended. 
There are two types of drainage, the intermittent and the constant. 
Intermittent.-The patient is catheterized every eight hour s until 
spontaneous micturition occurs. After the patient voids, the residual 
urine is estimated and catheterization continued twice daily until the 
residual urine is less than one and one-half ounces. 
Constant.-A number 18 or 20 F. self-retaining catheter is intro-
duced into the bladder and maintained for 24 hours after the tempera-
ture returns to normal. One day after removal, the residual urine is 
estimated and, if over one and one-half ounces, constant drainage is 
instituted again. 
With either method, catheters are inserted with due regard for 
technique. With intermittent drainage, after each catheterization the 
bladder is irrigated with warm boracic solution, and one-half ounce of 
three per cent argyrol or other antiseptic can be instilled. With con-
stant drainage, the bladder is washed out twice daily. If, after a few 
days' intermittent drainage, the temperature remains elevated or the 
residual urine is not decreasing satisfactorily, constant drainage should 
be instituted. 
The drainage, whatever type, should be maintained, ti ll the tem-
perature is normal, the urine is clear, and the residual urine is less than 
one and one-half ounces. 
RESULTS 
(a) Acute R etention.-At the Boston Lying-In Hospital, it was 
found that the average number of days' treatment necessary was 5.3 
for the intermittent and 6.5 for the con tant type of drainage. With 
each method the average number of days before the temperature 
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remained below 99.2° was 6.6 days. Of the cases on intermittent 
drainage, 12.8 % developed post-partum pyelitis. At the Mayo Clinic, 
under the suggested treatment, the average patient was able to void 
spontaneously and completely by the third day post-partum. 
(b) Chronic Retention.-With this method, at the Boston Lying-In 
Hospital, the average number of days' treatment was 4.8 for the inter-
mittent and 3.2 for the constant type of drainage and the number of 
days before the temperature reached normal was 5.5 and 2.0 respec-
tively. Three cases developed post-partum pyelitis, two being on 
constant and one on intermittent drainage. 
The early and frequent use of the catheter in the treatment of acute 
and chronic retention in the puerperium is easily justified. It is a 
well established fact that so called "catheter cystitis" rarely if ever 
follows the introduction of a catheter, unless there is obstruction, 
causing over-distention or residual urine in some portion of the 
urinary tract. It has been similarly shown that the introduction of 
bacteria into a normal bladder does not produce infection, unless 
obstruction is present. It is more important to relieve the abnormal 
state of the bladder than to withhold the catheter and thereby further 
the danger of infection and the continuation of symptoms. 
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The Aetiology of Idiocy 
By J. H. BEATTIE '35. 
London, Ontario 
THIS study was undertaken during the summer of 1934, at the Ontario Hospital, Orillia, to throw some light on the causes and 
relative importance of the lowest grades of ament ia. It was especially 
desired to discover whether heredity was as large a factor in this 
particular group as it is in the whole range of amentia. 
F or the purpose of this study, the Intelligence Quotient as deter-
mined by t he Binet-Simon test was used to determine the group selected. 
Only those with an I.Q. of below 20 were included in this series. One 
hundred cases, 50 males and 50 females, falling in this group of 
idiots were selected at random from the files of the Ontario Hospital 
at Orill ia. All cases selected were admitted to the Hospital since 1929. 
The r ecord of retiology in each case was carefully checked. In cases 
in which one or more associated causes of minor importance were given 
these were recorded under a separate heading. Under this heading 
were also placed possible causes mentioned in cases where retiological 
factors wer e not sufficiently clear and the retiology was left as unde-
termined. 
FINDINGS 
The results obtained have been summarized in the accompanying 
table (Table 1) . The largest single group falls into the classification 
TABLE I. 
Summ~. ·:y of Aetiology in 100 cases of Idiocy. 
ASSOCIATED OR POSSIBLE CAUSES - NUMBER OF CASBS 
~ 
" Aetiology E ~ O 5 
z8 t~~ 
Birth Injur y 13 13 
Heredity . . 11 11 
Mongolism 10 10 
E ndocrine 5 5 
Microcephalus 3 3 
Meningitis 2 2 
Epilepsy 2 2 
Congenital Syphilis 2 2 
P rimary Amentia . 2 2 
P ost Encephalitis... 1 1 
Acquired (but other-
wise undetermined. 12 12 
U ndetermined 37 37 
TOTAL 100 100 
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of undetermined. Birth injury leads all causes with 13 cases; other 
cnuses in order are : acquired (but otherwise undetermined), 12 cases ; 
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heredity, 11 cases; mongolism, 10 cases; endocrine dysfunctions, 5 cases; 
microcephalus, 3 cases; meningitis, 2 cases; epilepsy, 2 cases; congenital 
syphilis, 2 cases; primary amentia, 2 cases; and post-encephalitis syn-
drome, 1 case. Causes associated with the chief retiological factor, 
and possible causes in those cases of undetermined origin have been 
included in this table. In some cases, more than one associated -or 
possible cause is mentioned, so t hat the number of factors under t his 
heading totals more than one hundred. 
B IRTH INJURY 
This group comprises 13 cases, or 13 % of the total, of these 8 were 
males and 5 were females. In each case the history of the labour and 
the early development of the child was definite enough for it to be 
placed in this group. An interesting point was that in these cases t he 
I.Q. was extremely low. In only three cases was it above 10. 
In two cases, there was a family history of mental deficiency. One 
case had had an attack of encephalitis; one was suffering from con-
genital syphilis; and one had epileptic convulsions, possibly as a result 
of the birth injury, but doubtless adding to the degree of amentia. 
In nine cases birth injury was the only cause mentioned. 
Birth injury is mentioned as an associated or possible cause in 
16 other cases; in 15 of these the retiology was left as undetermined. 
HEREDITY 
In this group were 11 cases or 11 % of the total number. Of 
these, seven wer e males and four females. In each case a strong family 
history of mental deficiency and insanity was obtained. The I.Q. in 
this group tended to be somewhat higher, only three being below 10. 
other ten, heredity is the only factor mentioned. 
Epilepsy is mentioned as an associated cause in one case. In the 
Heredity is mentioned as associated or possible causes in 17 other 
cases, in 12 of which the retiology is undetermined. 
MONGOLISM 
Ten mongols were included in the hundred cases or 10 %. Of these. 
4 were males and 6 females. As the retiology of this particular type of 
amentia is still unknown, they are grouped under the term mongolism. 
The I.Q. of the cases in this group were high, only two falling below 15. 
Heredity is mentioned as an associated factor in only one case. In 
the other nine, no other cause is mentioned. 
ENDOCRINE DYSFUNCTION 
Five cases fall into this group, or 5 % of the total. Four are males 
and one is female. Hypothyroidism was the chief cause in one case; 
cretinism in one case; and hypopituitary in one case. The other two 
cases were apparently generalized endocrine disturbances. The I.Q.s 
in these five cases were 12 and 13. 
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Associated conditions mentioned were : consanguinity in one case, 
and heredity in one case. (The above was the only case in the whole 
series in which consanguinity was mentioned as a possible factor .) 
Endocrine dysfunction was mentioned as a possible cause in one case 
whose ::etiology was undetermined . 
OTHERS 
MICROCEPHALUS was the ::etiology in three cases (3 % ) --one male 
and two females. A strong heredity factor was mentioned in one case 
and a possible birth injury in another. 
MENINGITIS accounted for two cases or 2 ~'(. . One was a male, and 
the other a female. The history in each case was clear-cut and left no 
doubt. There were no associated causes. Meningitis was mentioned as 
a factor in three other cases. 
EPILEPSY was given ·as the cause in 2 cases, or 2 %. One was a 
male and one was a female. No other ::etiological factors were men-
tioned. Epilepsy is mentioned as a factor in five other cases . 
CoNGENITAL SYPHILIS was the cause in two cases, or 2 %. One 
case, a male, with juvenile paresis, had an I.Q. of 10 at 17 years of age. 
He had previously reached the second book in school. The other was a 
female, who also suffered from a spastic paraplegia. In neither case 
was any other ::etiological factor mentioned. Congenital syphilis was 
a factor in two other cases. 
PRIMARY AMENTIA was given as the cause of two ca es, or 2 %. 
One was a male, the oth€1" a female. No other causes are mentioned. 
ENCEPHALITIS w~s r esponsible for one case or 1 %. This was a 
boy, whose attack followed measles. His mentality degenerated rapidly 
and his I.Q. was placed arbitrarily at 1, as he did not respond to any 
of th.e Binet-Simon or Kuhlmann tests. Encephalitis is mentioned as 
a factor in two other cases. 
ACQUIRED (BUT OTHERWISE U DETERMINED} 
This group of twelve cases (12 /{ )-five male and seven female-
is composed of those cases in which heredity has been definitely excluded 
as an ::etiological factor. Possible ::etiological factors were : birth injury, 
six cases; meningitis, two cases; post febrile (scarlet fever and mas-
toid; pneumonia and measles; pneumonia, whooping cough and 
chicken pox; and pertussis), four cases; and encephalitis in one case. 
"'
9 J In one case only was no possible cause mentioned. 
~.. UNDETERMINED 
This constitutes, unfortunately, the largest group of all, 37 cases 
(or 37 7< ) . Sixteen are males and 21 are females. In some of t hem, no 
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history at all was obtainable, in others it was considered unreliable, and 
in still others it was insufficient to enable the ::etiology to be determined. 
Twelve of these had a family history of insanity or amentia. Nine 
gave birth injury as a possible cause. Other ::etiological factors men-
tioned were: meningitis, one case; congenital syphilis, one case; 
epilepsy, three cases; tuberculosis, one case; endocrine dysfunction, one 
case; and a post-febrile condit ion in two cases. In 14 cases no ::etiologi-
cal factor of any sort could be discovered. 
The number of cases in t his series is, of course, too small to allow 
any definite conclusions to be reached. Certain generalities are, how-
ever, worthy of notice. 
DISCUSSION 
TABLE II. 
Percentage of Cases 
Whole Range of Idiot Group 
Cause Amentia a t of 
Ontario Hosp.,Orillia This Series 
Heredity .............. ............ 35-40% 11% 
Acquired ..................... .. ... 30- 35 % 52 % 
Undetermined ................ 30 % 37 % 
Comparison of Causes in the Whole Range of Amentia, 
with causes in this series. 
For purposes of comparison, the causes have been grouped as 
hereditary, acquired and undetermined. Table II shows the percent-
ages of the above causes in the whole range of amentia (i.e., including 
morons, imbeciles and idiots--figures taken from findings at the Ontario 
Hospital, Orillia) compared to the percentages of the above causes in 
this series of cases with I.Q.s below 20. It will be seen that heredity 
is the cause of 35- 40% of cases in the whole range of amentia, while in 
this series of idiots only the percentage is 11. The acquired group 
consists of all cases of determined ::etiology not due to heredity. In 
the whole range of amentia, 30 - 35 '/'£ of cases have an acquired cause, 
while in this series 52 % of cases have acquired causes. The ::etiology 
is undetermined in 30 % of all the hospital cases, and in 37 % in this 
series. 
It would appear, therefore, that heredity is much less important 
as an ::etiological factor in the idiot group than it is in the imbecile and 
moron groups. However , it must be remembered that heredity was 
mentioned in 17 other cases as a possible or associated cause. Even 
allowing all of these, heredity would be still a lesser factor in the idiot 
group than in the whole range of amentia. 
The acquired group is, on the other hand, considerably larger in 
this series than in the whole hospital group. It seems evident that 
acquired causes are more important by far than heredity in producing 
the lowest grade of mental deficiency. 
Tredgold, in his book "Mental Deficiency," states that he ha found 
that over 80 % of cases of mental deficiency are due to the inheritance 
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of a "neuropathic diathesis." This neuropathic diathesis, he believes, 
is caused by factors of environment producing a variation of germ 
plasm which is inherited according to Mendeliam laws. For instance, 
he believes that syphilis in a parent will bring about a vitiation of the 
germ plasm which will affect the development of the most recently 
developed and highly specialized nervous system, before any other. This 
will cause a neuropathic diathesis which may or may not be manifest 
in the offspring as amentia, insanity, dementia, epilepsy, paralysis or 
various neuroses, and may or may not be transmitted to succeeding 
generations. 
The concensus of opinion at present seems to be that the relative 
importance of hereditary and acquired causes is about equal, i .e., 50 % 
each. If the undetermined group (Table II) of the whole range of 
amentia were equally divided between hereditary and acquired causes, 
there would be roughly 50 % of each. In this series, if the undeter-
mined cases were similarly apportioned, the result would be about 30 % 
hereditary to 70 % acquired. 
SUMMARY 
1. One hundred cases (50 male and 50 female) with I.Q.s below 
20 were investigated as to retiology. 
2. Birth injury was found to be the largest single cause, closely 
followed by heredity and mongolism. 
3. In 37 cases, the retiology was undetermined ; 12 cases were 
found to be acquired but otherwise the retiology was undetermined. 
4. Other causes in order oi importance were : endocrine disturb-
ances, microcephalus, meningitis, epilepsy, congenital syphilis, primary 
amentia, and post encephalitis. 
5. 37 cases undetermined, 11 cases due to heredity, 52 cases 
acquired. 
6. Heredity is apparently a much less common factor in this group 
than it is in the whole range of mental deficiency, and conversely, 
acquired factors are relatively of greater importance. 
This paper is not presented as being in any way a discussion of 
the retiology of feeblemindedness in general. It presents only the results 
of a survey of 100 cases of idiocy with a comparison of the relative 
frequency of the various retiological factor found in that group. I wish 
to thank Dr. S. J. W. Horne, Superintendent of the Ontario Hospital, 
Orillia, for permission to publish this paper, and Dr. J. E. Sharpe and 
Dr. W. P. Tew for their valuable help in its preparation. 
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A STUDY OF CYCLOPROPANE 
ANESTHESIA 
SEEVES, M. H.; MEEK, W. J.; 
ROVENSTINE, E . A.; STILES, J. A. 
J. Pharm. and E xper. The1·apeutics 
51: 1, 1934. 
Cyclopropane, an isomer of propylene, 
is a saturated gaseous hydrocarbon, first 
identified by Freund in 1882. As in the 
case of many anesthetics, the use of 
this reagent for such a purpose was 
discovered by accident. Lucas and Hen-
derson in 1930, investigating this gas as 
a contaminant in propylene found it to 
be a potent anesthetic agent which 
showed little immediate or delayed 
toxicity, when given in concentrations 
necessary to produce surgical anes-
thesia. 
This agent is now being actively 
investigated in laboratory and clinic. 
The r eport above gives the result of 
experiments on dogs, with regard par-
ticularly to gas concentr ations, and 
respiratory and electrocardiographic 
changes. Cyclopropane compares favor-
ably with ether and the other agents 
now in use. It is given with oxygen, 
deep surgical anesthesia being ob-
tained at a concentration of 25%, on an 
average. The muscular relaxation at this 
concentration is very complete and 
anaesthesia can be maintained for long 
periods without danger. P remedication 
with morphine diminishes concentration 
necessary by twelve volumes per cent. 
Respiration always fails before circu-
lation and at a concentration of 39 %, 
due to intercostal and diaphragm 
paralysis. Cardiac arrythmias of various 
types begin at same level as respiratory 
paralysis. They are vagal in origin, 
being abolished by atropine and dis-
appear when concentration of cyclo-
propane is lowered. The authors think 
this agent is worthy of complete clinical 
and laboratory trial and may become a 
useful member of the anesthetic family. 
-WM. J. TIGHE, '38. 
BLOOD CHOLESTEROL AND CREA-
TINE EXCRETION IN THE URINE 
AS AIDS TO DIAGNOSIS AND 
TREATMENT OF HYPO-
THYROIDISM 
HESS, J. H. 
Annals of Int. Med. 8: 607. 1934. 
The article deals with hypo-thyroidism 
in t he child. 
The clinical symptoms are well known, 
the cardinal features being: dwarfism, 
enlarged tongue, protruding and pen-
dulous abdomen and retarded mental 
development. 
The important consideration in these 
cases is early diagnosis, for delayed 
treatment is often unsatisfactory. Diag-
nosis in r ecent years depends largely on 
physical signs and basal metabolic de-
terminations. However, clinical symp-
toms and physical appearance are often 
absent in early infancy and in some 
cases of older children. 
Basal metabolic determinations have 
a limit in cases of children below the 
age of eight years when accurate deter-
minations can be obtained only by direct 
calorimetry. Even in older children, the 
lack of co-operation due to mental 
retardation, excitement or nervousness 
may render the test unsatisfactory for 
reliable information. 
Therefore, other methods of diagnosis 
and treatment in these cases would find 
a useful application. The level of blood 
cholesterol and urine creatine have been 
offered as possible aids in early diag-
nosis and in guaging treatment with 
thyroid medication in the thyroid defi-
cient child. 
The role that estimation of blood 
cholesterol and creatine excretion in the 
urine plays is indicated. 
Blood Cholesterol-The blood choleste-
rol is high in children with untreated 
hypo-thyroidism and is reduced by 
thyroid medication. The level of blood 
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cholesterol may be used as a guide to 
the efficacy of thyroid therapy. 
Creatine Ezcretion in the Urine-The 
metabolism of creatine appears to be 
definitely influenced by thyroid activity 
during childhood. During the period 
from infancy until about puberty crea-
tinuria is physiological. Hypofunction 
of the thyroid causes a decrease or com-
plete cessation of creatine excretion 
which can be restored to normal values 
after the administration of thyroid 
extract. This is accompanied by a 
corresponding change in the clinical con-
dition of the patient. 
The creatinuria is a very delicate 
index of the effect of ingested thyroid 
inasmuch as it occurs before any definite 
change is noted in the basal metabolism 
and blood cholesterol. 
From a comparison with other diag-
nostic criteria of hypo-thyroidism in 
children, the change in creatine met a-
bolism appears to be an important find-
ing which may be useful in diagnosis 
and in the control of therapy. 
-W. HOLLEY, '37. 
PARATHYROIDECTOMY AND RAY-
NAUD'S DISEASE AND 
SCLERODERMA 
BERNHEIM, A. R., and GARLOCK, J. -H. 
Ann. of Surg., 101 : 101 2. 1935. 
The results obtained ove1· a period of 
years tend to show that d ; ~ ·.urbances in 
the calcium metabolism is a major fac-
tor in development of Raynaud's disease 
and other vasospastic c•mditions. The 
explanation of the physiology concerned 
is not entirely clear as yet. It has long 
been known that calcium -increases the 
permeability of all cells in the body. 
Also the constitutional factor is of prime 
importance in determining the reaction. 
This fac tor may be considered to depend 
on local inferiority, which renders 
tissues more susceptible to damage. 
One of the functions of the para-
thyroid glands is to maintain a constant 
serum calcium level. With cont inued 
deficiency in calcium intake, the gland 
becomes hyperactive due to increased 
activity in withdrawing calcium from 
the tissues of the body. Thus hyper-
trophy of the glands r esults. The con-
stitutional factor now enters and t he 
clinical symptoms are manifested. With 
calcium feeding the gland may become 
normal. However, in some cases, the 
hypertrophy is permanent. In such 
c~ses removal is indicated. The opera-
tion usually consists in the removal of 
two glands and occasionally in severe 
cases par t of a third gland. All four 
glands must be disclosed to exclude the 
possibility of adenoma. Post-operative 
care consists of a high calcium high 
vitamin diet. In no cases did tetany 
develop. 
The authors further described several 
cases of va sospastic conditions in which 
this treatment was instituted, all cases 
showing excellent results. 
G. H. FRANCIS, '36. 
THE DIAGNOSIS AND TREATMENT 
OF ACUTE RHEUMATISM 
PAYNTON, F. J. 
Practitioner, 134: 451, 1935. 
The diagnosis of acute rheumatism is 
easy when a child presents the symp-
toms of sore throat, multiple arthritis, 
carditis, chorea and subcutaneous 
nodules. But often the disease is not 
acute and is apyrexial or the disease is 
secr et and stealthy. The author points 
out that acute rheumatism is commoner 
under five years of age than text books 
teach. 
In the diagnosis the following have to 
be considered: acute osteomyelitis, leu-
kaemia, acute poliomyelitis, infantile 
scurvy, haemophilia, undulant fever, 
syphilitic osteochondritis, acute tuber-
culosis, spr ain and tics. The diagnostic 
points in each of these are given. 
Suppurative, tuberculous, pneumoco-
ceal and influenza! arthritis are also 
causes of arthritis in childhood. Still's 
disease, of the classical type, causes no 
trouble in diagnosis. 
Cardiac lesions which confuse the 
diagnosis, are congenital lesions and 
a malignant endocarditis. X-ray in the 
former and blood culture in the latter 
help considerably. 
The treatment of acute rheumatism is 
disappointing. The heart cannot be con-
trolled even by rest. Pr:.!vention against 
further attacks plays a large part in 
treatment. Tonsils which are infected or 
even suspected should be enucleated. A 
well balanced diet does not seem in-
jurious to the child. The author dis-
cussed in detail the drugs used for 
chorea and cardiac symptoms but the 
old principle of rest, good nursing with 
aspirin and sedatives still holds. The 
treatment of Still's disease is outlined. 
D. R. WmiE, '36. 
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TREATMENT OF UNDULANT 
FEVER 
DEBONS, J. E. 
The Lancet, 1: 374, 1934 (Feb. 16) 
The treatment of undulant fever has 
been batHing and disappointing yet the 
mortality is low. The disease is trying 
because of its relapses. Sera, vaccines, 
protein shock and chemotherapy and a 
host of other treatments have been tried 
and enthusiastic reports have been made. 
The author reports 105 cases of 
undulant fever which he treated with a 
filtrate of the Brucella melitensis. Of 
them 58 cases showed immediate re-
covery after third or fourth injections. 
The author outlined his technique in 
detail. Essentially it consisted of four 
doses beginning at 'A. to "h c.c. and 
increasing to 1 c.c. doses. The usual 
precautions for foreign protein injec-
tion were observed. 
The author admits that it is hard to 
assess the value of any treatment due 
to the erratic nature of the disease but 
feels that his results were so imme· 
diate, so true to type and so relatively 
constant that it was not mere coinci-
dence. 
Similar results have been obtained by 
other workers and he feels that further 
investigation and discussion are justified. 
D. R. WEYLIE, '36. 
INTERSCAPULO - THORACIC -
AMPUTATION FOR SECONDARILY 
INFECTED TUBERCULOSIS 
OF SHOULDER 
MILCH, H. 
Ann. S urg. 97 : 381, 1933. 
The author here cites a case in which, 
following slight trauma to the shoulder 
in form of jerk, pain and swelling of 
progressing severity caused the patient 
to seek medical attention. For several 
months all manner of conservative treat-
ment was tried in vain. 
The condition was later diagnosed as 
osteomyelitis and "four major opera-
tions and numerous incisions and drain-
age were performed". Pathological 
material obtained at time of operations 
confirmed a diagnosis of tuberculosis of 
shoulder. Eleven months after original 
injury patient was discharged from 
hospital 'vith multiple sinuses surround-
ing shoulder joint, and was advised from 
several sources not to submit himself to 
further surgery. 
The pain and temperature continuerl 
unabated, not even allowing him a 
night's rest, and in the space of four 
months he lost 35 lbs., then presenting 
a normally developed but markedly 
undernourished man, not in severe pain 
but obviously chronically ill. Dirty 
yellowish-gray pus from the sinuses on 
culture yielded staphylococcus aureus. 
No evidence of active clinical pulmonary 
tuberculosis was found but X-ray 
indicated the joint to be completely 
obliterated. 
A radical operation was decided on. 
Before operation the patient was 
giYen a 600 c.c. whole blood trans-
fusion . A four-inch incision was made 
along the middle of right clavicle, the 
clavicle divided at junction of middle 
and inner thirds, the outer part widely 
retracted outward, the s~bclavian artery 
and vein were doubly ligated and cut 
across. The three trunks of t he brachial 
pleJ."US were infiltrated with 95 % ale. and 
divided, the pectorals, trapezius, leva-
tor scapulae, rhomboids, serratus mag-
nus and latissimus dorsi muscles were 
divided near the scapula, the cut ends 
were sutured to the chest wall and the 
skin edges approximated. During the 
operation the patient r eceived 1100 c.c. 
5o/o glucose intravenously. 
Post-operative recovery was remark-
ably uneventful, t he post-operative 
shock being practically nil. 
On third day post-operative, the patient 
received 500 c.c. whole blood transfu-
sion, not from necessity but with a view 
to giving the patient a good start toward 
convalescence. 
Seven weeks later patient left hospital 
for ambulant treatment and since has 
pursued normal existence, being free 
from pain and temperature and has 
regained normal weight despite loss of 
one upper extremity. 
From this experience it may well be 
observed that pre-operative and if neces-
sary post-operative transfusions as well 
as infusions of glucose-saline during 
course of the operation are of the utmost 
moment in combating shock from so 
extensive an operation. 
Also preliminary ligation of vessels is 
to be preferred to ligature of same after 
extremity has been almost completely 
amputated from behind as operator is 
working in an almost blood free field. 
H. BRUCE HOGGARTH, '35. 
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ANTERIOR POLIOMYELITIS 
MACNAMARA, J. 
Jour. Bone and Joint Sztrg., 14: 729, 1932 
The succession of epidemics of anterior 
poliomyelitis which occurred in Mel-
bourne from 1929 to 1931 gave oppor-
tunity for the recognition of cases before 
paralysis occurred and of 270 cases 
een, 86 were diagnosed and treated in 
the pre-paralytic stage. 
The speaker described the general 
symptoms, i.e.-fever, constipation and 
headache, which may be seen in any 
disease, but the warning signs of on-
setting paralysis are, tremor of the 
hands, photophobia, and retention of 
urine. The most important pre-paralytic 
sign is the "spine sign", i.e., a disinclina-
tion for forward bending of the spine 
owing to the pain involved. The changes 
in the C.S.F. are described as an early 
increase in the polymorphonuclear cells, 
then in lymphocytes and later an increase 
in the globulin. 
Clinical experience has confirmed the 
warning that the withdrawal of the 
C.S.F. and the reinjection of the immune 
human serum should be done with one 
tap, the needle being left in situ while 
the fluid is being examined at the 
bedside. 
In the Melbourne cases, of 133 treated 
with the immune serum during the pre-
paralytic stage, 66 showed no paralysis: 
60 showed paresis for a f ew weeks, but 
cleared up completely, a.1d treatment 
failed in 7 cases. 
Dr. Macnamara also 1eferred to the 
Lovett-J ones treatment as advised after 
the paralysis had appeared, i.e., a modi-
fied Thomas Splint, complete r est, saline 
baths, muscular re-education, and the 
points stressed were the facts that the 
muscle re-education should never be car-
ried beyond the point of fatigue and 
there should be a period of prolonged 
rest. 
C. P. McCoRMICK, '35. 
USE OF SMALL DOSAGES OF 
PITUITARY EXTRACT IN 
OBSTETRICS 
STEIN, A. 
Surg. Gyn. Obst., 59: 872, 1934. 
The author has been using pituitary 
extract in small dosages to induce or 
horten labour for the last 17 years. 
His method has been widely accepted in 
many of the large European clinics but 
on this continent its employment has 
made very tardy progress. Review of 
reports show that there is not a single 
case where evil effects on either mother 
or child have been noted. On the con-
trary ther e have been excellent results 
obserYed wherever it has been employed. 
The reluctance to its use on this 
continent is due largely to the prevalent 
fear that the pituitary extract adminis-
tered before the expulsion period may 
cause violent contraction of the uterus 
or even possible rupture of the organ. 
There is no doubt that such is t he case 
where 1 c.c. injection i s made before the 
os uteri is fully dilated; but the crux of 
the si tuation lies in the dosage. 
The author's method is as follows: 
When labour pains start, give injections 
of 2 mins. of pituitary extract hourly. 
In successful cases pains usually begin 
after the second dose. Apparently there 
is no cumulative action of the drug since 
as many as ten injections have been 
given without untoward effects. 
He believes that this method is deserv-
ing of more r ecognition as it has the 
following advantages over t he use of 
bags : ( 1) no danger of complication 
during the course of delivery. (2) no 
danger of infection from intra-uterine 
manipulation. (3 ) no danger of pre-
mature delive ry, the method succeeding 
only when t he pregnancy has reached 
term. (.!) shortening of duration of par-
turition pet·iod. The author believes that 
after 17 years' u se it provides a safe 
and reliable means of in 'ucing labour at 
term, and , in the opinion of those who 
have used it, it is the bcs .. method. 
H. 0. S:IIITH, '36. 
RESULTS F 50 CASES TREATED 
BY PSYCH OTHERAPY 
EUSTATTER, W. L. 
The Lancet, 1: 796, 1934. 
The aut hor 1 eports that fu"ty cases of 
function al ne rvou!; diso1·ders were treat-
ed during a year. Thirty-one cases 
showed improvement, two were worse 
and the remainder r emained unchanged. 
Sixteen out of twenty-four anxiety 
states showed improvement. Nine out of 
eleven depressives showed improvement, 
one out of three obsessionals, four out 
of s ix hysterics, one frigidity and four 
behaviour problems improved. The 
methods failed to help any of the four 
schizophrenics. 
I 
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The analytic treatment was used in 
ten cases, seven of whom showed im-
provement. Twelve out of twenty-five 
responded to psychological talk; eleven 
out of si>.:teen to reassurance and medi-
cine, and two responded to suggestion. 
The method of treatment used depended 
on the type of patient and the judgment 
of the author. 
Prognosis did not seem to have any 
relation to the severity of the attack, or 
to domestic, financial and business worries 
which were not the specific cause of the 
disease. The sex life was unsatisfactory 
in half of the patients. Prognosis was 
worse in those with obsessional, hypo-
chondriacal, egotistical and somatic 
features. 
From the small number of cases 
discussed one is lead to believe that 
psychotherapy is of value. Each method 
of treatment has its successes. "The 
results of investigating prognosis in 
relation to character give some indica-
tion of the type of person most likely to 
respond to treatment and give some 
guidance about the advisability of spend-
ing much or little time on a given 
patient." 
D. R. WEYLIE, '36. 
FRACTURES OF LOWER END OF 
HUMERUS 
B ATES, WILLIAM 
A nn. of Surg .,_ 99: 1007, 1934. 
Fractures should be promptly reduced 
because : 
( 1) Reduction is easier to accomplish. 
(2) The earlier reduction is accom-
plished the easier it is maintained. (3) 
In absence of injury to major vessels, 
oedema associated with fractures starts 
to subside as soon as reduction is accom-
plished. ( 4) Early restoration of func-
tions is more readily obtained when 
normal alignment is accomplished 
promptly. 
Often a history of a fall on the out-
stretched hand is given but the author 
thinks there is some other elusive factor 
b2cause of rapidity with which this 
fracture is produced. 
In absence of direct blow from a large 
object fractures of lower third are 
usually not associated with fractures 
elsewhere in the extremity. 
Ordinarily the upper fragments are 
carried medially and the supracondylar 
are carried posteriorly. 
Treatment 
(1) Prompt reduction under anaes-
thesia and fluoroscope if possible. (2) A 
dressing is applied with forearm in same 
relationship to arm as when reduction 
was accomplished. The degree of flexion 
is likewise governed by the relationship 
which existed when reduction occurred. 
(3) After dressing is applied patient is 
held until X-ray is developed- if film is 
not satisfactory- complete reduction 
then except. (a) If some force of trac-
tion is necessary to give oest results. 
(b) Where open reduction is indicated. 
( 4) If operation is indicated, found best 
to convert multiple fragments below 
into one group and then consider best 
way of dealing with shaft above and a 
composite lower fragment- the less 
hardware used the better the result. 
( 5) Traction is necessary in very few 
cases. 
Summary 
Fractures of lower third of humerus 
are so varied that no thumb rule exists 
for their treatment, each calls for indi-
vidual consideration as to type of dress-
ing after early reduction. Early motion 
is necessary. 
Occupational therapy recommended 
rather than baking and massage. When 
time for active motion arrives patients 
progress more rapidly under occupa-
tional therapy supervision. 
w. E. BRYANT, '35. 
t 
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<fbitorial 
THE University of Western Ontario Medical Journal with this issue 
presents the final number of volume five. It is five years since the 
first number was submitted to the undergraduates and graduates of 
the U. W. 0. Medical School as well as to many other medical men in 
Western Ontario. The Journal at that time was well received and has 
shown a steady growth up to the present time. 
The student body in each year has taken advantage of the pages 
of the J ournal to expre s themselves in . subjects especially interesting 
to t hem and it is hoped that in the coming year more students will avail 
themselves of the privilege offered. We feel that the Journal is primarily 
a medium for undergraduate publication but outside papers will always 
be most heartily welcomed. 
The art of writing for a Journal i not easy nor is it suddenly 
acquired, so that the more one publishes with a school Journal t he better 
is he or she fitted to publish in some of t he more exacting publications 
later on in his or her career. Let us suggest that any students in 
hospitals during the summer t ake advantage of any interesting cases 
to work up a paper for the first number of volume six. 
The success of the J ournal in these first five years has assured us 
that it has found a ve:·y warm spot in the hearts of the graduates of 
our school and the graduate of other medical schools now located in 
' Western Ontario. Th future success is assured to t he extent that it 
will continue to serve. 
Meds '35 are about to face the world. Throughout each year's 
graduation there runs an undercurrent of regret as happy relationships 
and memories of undergraduate days are severed. However with each 
going out there is a goal attained-that goal which six years ago looked 
so distant and clouded is now bright and almost reached. At the close 
of graduation that stalwart unit of '35 is to be divided into many single 
units, each a force and power in some locality; each with cares and 
responsibilities in accord with the opportunities, zeal and courage 
exhibited and all reflect ing directly upon our faculty. 
The U. W. 0. Medical Journal extends best wishes to Meds '35 on 
their graduation eve. May this medium serve as a link between each 
graduate and his or her Alma Mater. Au Re.voir! 
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